
 
 

Questions from January 30
th

 HHS Work Session Page 1 of 10 

February 2, 2013 

 

 

To: Senator Dawn Hill, Chair 

 Representative Margaret Rotundo 

 Members of the Joint Standing Committee Appropriations and Financial Affairs 

 

 Senator Margaret M. Craven, Chair 

 Representative Richard R. Farnsworth, Chair 

 Members of the Joint Standing Committee on Health and Human Services 

 

From: Mary C. Mayhew, Commissioner, Department of Health and Human Services 

 

Re: DHHS response to questions regarding the FY’13 Supplemental Budget 

 

 

Q #1: List of towns that use their own resources to administer general assistance and a list of 

those that outsource the function. 

 

R: There are two entities that are currently contracting with Municipalities to administer 

their GA programs: 

 

 Prop or Peoples Alliance Community Concepts 
 Baldwin Norway 

 Cape Elizabeth Paris 

 Cumberland 

 Falmouth 

 Long Island 

 New Gloucester 

 North Yarmouth 

 

 There are a number of municipalities that have separate agreements between them. For 

example: Rumford has an agreement to administer the General Assistance program for 

Mexico and Bath administers the GA program for West Bath.  These are individual 

agreements between the municipalities and they work out between themselves any 

agreements for compensation for the administration of the GA program. The balance of 

the rest of the municipalities do their own administration of the program 

 

 Beyond that, we also contract out with individual agents to administer the GA program in 

the Unorganized Territory. 
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Q #2: What is the total reduction in each each of the categories in SAMHS in the 

Supplemental? 

 

R:  

 
 

 

 

 

 

 

 

 

 

 

 The remaining balance of the  total is for services such as:  conference & training; 

research; public education; patient advocacy; warm lines; self-help; shelter services; 

professional services & family support. 

 

 

 

Crisis Services (1,225,836.39) 

Medication Management (52,934.24) 

Community Integration (42,710.09) 

PNMI (110,071.16) 

WRAP (11,395.94) 

BRAP (147,969.97) 

ACT (14,612.51) 

LTSE (41,730.07) 

Social Clubs (25,402.83) 

Total: (1,672,663.20) 
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Q #3: What would it take to fully fund the Independent Support Services/Homemaker? 

 

R:  

 
OADS - INDEPENDENT SUPPORT SERVICES/HOMEMAKER 

 
 

Current Waitlist Number (January 2013) 1315 
Maximum Monthly 
Cost for Waitlist 
without Copay** 

Current Hourly Cap 8 hours per month  $            197,250.00* 

Curtailment Proposal Cap 5 hours per month  $            123,281.25  

Cap prior to 2007*** 10 hours per month  $            246,562.50  

  
 

*  Unit Cost = $18.75 per hour.      

** Copay is 20% of cost of service.  

 Any copay amounts collected are put back into the program    

 Well over half of the people on the program have waivers of co-pay due to their financial 

 situation. (The threshold for the waiver process is that monthly income of the household 

 members may be no more than 200% of federal poverty level). 

 If a person does not meet the requirements to have the copay waived, and they do not pay the 

 copay that is obligated, they are discharged from the program. 

*** The change in the promulgated rules from a cap of 10 hours monthly to 8 hours monthly 

 occurred somewhere in 2007-2008. 

 

Note: These calculations are based on authorized amounts which represent 

maximum fiscal cost. Authorized service costs exceed actual expenditures. 
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Q #4: Department Initiatives: What FY13 emergency supplemental initiatives (including 

curtailment) are also in the FY14-15 biennium. – Need a side by side document of all of 

the initiatives for each of the years including curtailment. 

 

R: See Attachment A, Page 5-6. 

 

Q #5: How many RAC 53 eligibility recipients are Consent Decree members? 

 

R: 53 Consent decree consumers are also RAC 53 eligibility recipients and they all reside in 

Appendix F.  We have none in Appendix C. 

 

Q #6:  
 

1. Please provide a summary of the Major IT initiatives in the Supplemental budget. 

 

  R: See Attachment B, Page 7-8  (ACA Project Summary) 

   See Attachment C, Page 9-10  (ICD-10) 

  

2. Please clarify if money must be available to begin the RFP process, or if it must be 

available only when it is time to begin a project.  

 R: The funds must be available to begin the project/contract, however the RFP can 

be done prior to availability of funds. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cc: Michael Cianchette, Chief Legal Counsel, Governor’s Office 

Kathleen Newman, Deputy Chief of Staff, Governor’s Office 

Adrienne Bennett, Director of Communications, Governor’s Office 

Sawin Millett, Commissioner, Department of Administrative and Financial Services 

Melissa Gott, State Budget Officer, Department of Administrative and Financial Services 

Joint Standing Committee on Appropriations and Financial Affairs 
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Summary of Patient Protection & Affordable Care Act Initiative 

 

 Driver for initiative: 

o Patient Protection and Affordable Care Act (ACA) signed into law on 3/23/10. Federal 
mandate under ACA requires all states to make significant business process and 
Information Technology (IT) changes 

o Specifically: 
 Establish business processes and connectivity to the Federal Health Insurance 

Exchange known as the Federally Facilitated Exchange (FFE) and the Data Services 
Hub (DSH) 

 Adoption of and conversion to new federally mandated Monthly Adjusted Gross 
Income (MAGI) rules 

 Collapse of the state’s Medicaid categories into 4 categories 
 

 Business criticality: 
o All states are working toward compliance with these Federal mandates to ensure all 

consumers are able to apply for health insurance benefits through the FFE on 10/1/2013 
where an assessment and potentially a determination of eligibility for Medicaid will be 
made. 

o The State of Maine must also be in a state of readiness to exchange applications taken 
within the State of Maine with the FFE. 

o The State of Maine must have all of our existing MAGI rules converted to the new Federal 
MAGI rules. 

o On January 1, 2014 all of our current Medicaid categories need to be collapsed into the 4 
Medicaid categories. 

o Center for Medicare and Medicaid Services (CMS) is providing 90/10 enhanced matching 
funding for all ACA-related planning and implementation work for business process and 
policy changes as well as IT applications and infrastructure enhancements. This funding is 
being offered conditionally. We must demonstrate a commitment and develop a roadmap 
to conform to CMS 7 Conditions and Standards for our business processes and IT 
infrastructure. The enhanced funding will be available until 12/31/2015. 

 Risk – If we do not demonstrate our intent to comply with CMS Conditions & 
Standards through our business process and IT design plans we will not be entitled 
to the CMS enhanced match funding. 

 Timeframe to complete work is challenging 
o Additionally, there is a continuous improvement strategic opportunity by conforming to the 

7 conditions & Standards that the State of Maine can realize: 

 More timely responsiveness and impact analysis accuracy to business rules, 

legislative policy and program changes. 

 Risk mitigation in processing, reporting and change implementation. 

 Improved impact assessment and predictive analysis of business change requests 

 Stronger data integrity 

  

 Initiative structure and high level status: 
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o DHHS is in the process of contracting for the assessment, analysis and design phase of work : 

 KPMG – selected vendor currently in negotiations with intent of bringing them on-

board by no later than the 2nd week in Feb’13 

 Cross-walk of current  Medicaid categories to collapsed categories complete  

o General initiative status:  

 Compliance to the 10/1/13 deadline for connecting to the FFE will be a challenge 

due to a compressed timeframe 

 We will understand the work effort to implement our solution at the conclusion of 

the analysis/design phase of work scheduled for completion by end of April’13 

 DHHS intends to contract for the implementation phase as well 
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Summary of ICD-10 Initiative 

 Driver for initiative: 

o Federal mandate under HIPAA requiring the health care industry to upgrade health care 

transactions to accept a broader, more detailed set of medical diagnosis/treatment codes 

and a new associated code structure 

o Specifically: 

 Transition from current medical diagnosis/treatment  ICD-9 code set (approximately 

40,000 codes) to the new ICD-10 code set (approximately 170,000 codes) 

 ICD-9 code structure is a 5 character numeric value while ICD-10 is a 7 character 

mixed alpha/numeric value 

 Business criticality: 

o The health care industry at large is working towards compliance with this Federal mandate 

to ensure a collective state of readiness to pass and receive health care transactions in 

alignment with the referenced new ICD-10 code set and new code structure 

o The State of Maine must also be in a state of readiness to exchange health care transactions 

in this manner or realize the following significant risks: 

 Failed MaineCare claims transactions due to systems not recognizing new ICD-10 

diagnosis/treatment codes passed from providers 

 Delays in MaineCare claims adjudication 

 Dissatisfied provider community due to delayed reimbursements  

o Additionally, there is a continuous improvement strategic opportunity that the State of 

Maine can realize: 

 Enhanced precision in claims adjudication based on the ICD-10 diagnosis/treatment 

codes being at a greater level of detail 

 Enhanced opportunity to assess provider effectiveness 

 Improved ability to detect fraud and abuse 

 Stronger environment for effective claims analytics 

 Initiative structure and high level status: 

o DHHS has engaged two partners to support this effort: 

 Deloitte – planning and lead project management 

 Molina – critical to technical upgrades and testing associated with claims system 

o Coordination with the provider community to be a key as we organize testing to ensure 

effectiveness of our dual readiness to exchange health care transactions in alignment with 

the Federal mandate 

o Initiative high-level timeline:  

 Phase 1 (Assessment Phase): Completed  

 Discovery work to identify all of the federal mandate impacts from both a 

business and technology perspective 

 Phase 2 ( Implementation Phase): Active  

 Feb’12 - Implemented ability to accept new ICD-10 code structure 
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 Ongoing systems development from requirements definition through 

testing and implementation 

 Business readiness work-stream preparing the MaineCare business unit to 

effectively operate under an ICD-10 environment including a roadmap for 

realizing the articulated strategic opportunities 

 Overall, no immediate red flags for required 10/1/14 compliance 

 
 
 
 

 

 
 


